A medical degree does not automatically confer mental health on the possessor. It opens the door to new personal, professional and social stresses. Many of the stresses are shared by all professional people, some are unique.
Many groups in our society feel they are under special stress. Forster (8) reporting on neurosis in executives found a pattern of overwork, a need to achieve and compete. These forces which make for success in many executives were involved in the dynamics of the break-down of the 16 executives studied. Recently a number of studies of the emotional problems of physicians and their spouses have appeared in American literature, but little has appeared in Canadian literature. Experience with Canadian physicians and their wives suggests that the American literature is pertinent to the Canadian scene.
Hunter, et at (9) reported on emotional disturbances in medical students at Mc-Gill University during one academic year. Seventy-seven (18.3%) students sought help for emotional problems through the Student Health Service. They found 40% of this group had personality problems before coming to medical school. The major cause of their maladaptation was "the personality they brought with them." The remaining 60% de-compensated due to the personal stresses (academic, social, sexual, etc. ) encountered while in medical school.
It is also my impression that some physicians break down in practice due to the personalities they bring with them. Many however falter under life's vicissitudes encountered after graduation.
It is hypothesized that some physicians°P aper presented at Homewood Medical Staff Conference, January, 5, 1968. 'Chief of Staff, & Assistant Medical Superintendent, Homewood Sanitarium, Guelph. Canad. Psycbiat. Ass. J. Vol. 14 (1969) already on the way to emotional problems could prevent break-down by personal inventory, noting their own needs and abilities, the needs and abilities of their spouses and establishing a hierachy of priorities in their lives. Since the commonest complaint of physicians has been the excessive demands on their time, such a hierarchy is essential to a healthy survival.
Priorities however involve conflicting needs and demands. They include such things as time for practice, availability to patients, time for spouses and children, time for the doctor's own spiritual, cultural and recreational needs. How much time is to be devoted to keeping up one's professional. acumen, to the local hospital committees, to the local Provincial and Canadian Medical Societies and/or speciality group organizations, to the Church or Synagogue and the community?
In the early years the young doctor is often motivated -in fact compelledto work hard and long hours during internship, residency and the early years of practice. There is the first flush of enthusiasm for medicine, also a desire to be established successfully for financial as well as reasons of personal pride. The result is that the wife is left almost alone during the crucial experiences of pregnancy, childbirth, illness and in the early years of raising the children. Often in later years the physician wishes to cut back on his many duties and establish a warmer family life only to find he has no close relationship with his wife or with his children. Pearson & Strecker (13) summarized their findings in 71 physician-patients over a 15-year period. They noted that the early signs of psychiatric difficulties in these physicians were in their manner of living a hurried existence, with a gradually developing chaotic everyday life regarding office hours, appointments, eating and sleeping habits and family responsibilities. All of these significant areas of living showed evidence of disorder, inefficiency and irregularity. Then slowly doubts developed about ordinary office procedures, with an over-concern about giving minor treatments and prescriptions. Gradually there was mounting indecisiveness, anxiety and self-doubt. Unfortunately, many of these physicians began at this point to treat themselves with sedatives, alcohol or narcotics. Lifelong unhealthy pa,tterns noted were a tendency towards masochism in that they worked long selfdestructive hours, with no attempt to control their practice, never scheduling breaks, vacations or physical exercise; they tended to have few interests outside of medicine; they were morbidly selfsacrificing, always exploited by others. In some, this was seen as a flight from personal conflict, a temporary avoidance of marital and family problems. Also noted was the unhealthy personality trend associated with the illusion of being indispensable, often coupled with perfectionism and over-concern about details. Further, emotionally ill doctors did not seek treatment early enough, despite the fact that the outlook with early treatment was quite good.
A similar pattern of emotional illness has been found in physicians who required admission to the Psychiatric Unit of the Mayo Clinic, recently reported by Duffy and Litin (5, 6) . Among their physicians they noted:-
The tendency to resist to the point of emotional collapse any suggestion that they were suffering from psychopathology and needed psychiatric treatment. Slightly more than half of them had an active problem of alcoholism or drug addiction and often both. Many physicians with an established dependency on alcohol moved eventually to drugs.
The demands of family and society seemed to overwhelm these physicians. They often felt that they must be all things to all people, patients, colleagues, wife, children and community. Heavy professional involvement frequently became an escape from the painful realities of their lives. A destructive pattern of long hours, no outside interests, no time for family life or vacation. An inordinate need for prestige and power associated with poorly controlled aggressive and hostile drives.
Recently the first published study of psychiatric morbidity among physicians in Great Britain appeared (1) . It reported on 192 practitioners seen between 1954 and 1964. The study found that compared to a control group the only diagnostic difference was a greater frequency of addiction to alcohol or drugs (32.8%) among physicians and a lower frequency of neurosis. The average physician broke down 15.8 years after registration. Many addicted physicians began to use amphetamines and barbiturates while medical students or house officers. They recommended the shortening of working hours for house officers. The authors confirmed the high rate of suicide in physicians and believe it is related to the physician's reluctance to admit and seek help for psychiatric problems. Physicians' resistance to treatment was also apparent in the fact that about 25% of them left hospital against medical advice.
The Physician and Narcotics
It is well recognized that narcotic addiction has a high incidence among physicians and those paramedical fields with access to narcotics. Modlin and Montes ( 11) reported the experience of the Menninger Clinic over a 15-year period. During that time they had 65 patients admitted with narcotic addiction. Thirty (46%) were physicians whose average age was 38, all but one were married, and pethidinet was the main addicting drug tDemerol. in 24. Most used a variety of drugs. The physician-patient attributed the onset of addiction to three factors; overwork, chronic fatigue and physical disease. The authors note that these men apparently found it difficult to put a reasonable limit on their practice: "most of them were persons of average potential with high and unrealistic aspirations." They found themselves entangled in more and more work with an inability to say 'no' to patients, to referrals, to committee assignments, etc. Their overt behaviour was a denial of limitations to avoid exposing their basic insecurity and vulnerable self-esteem. They apparently stayed under pressure through lack of means to escape. In a certain sense their complaints were justified as, for their particular capacities, they were indeed overworked. The authors noted that when these men said they were tired they seemed to be saying that they were tired of giving; that they felt drained of incentive by the demands of their practice. They seemed to lack the means of recuperation used by other physicians when they felt drained. Many physicians find restoration and satisfactory relationships with wife, children, friends, community, medical society, Church and a variety of avocational and recreational pursuits:
Undoubtedly the availability of narcotics is a major factor and the authors note: "we were particularly impressed with the patients' magical belief in the non-addictive properties of pethidine". They believed that, "it won't hurt me" and, "I can stop any time I want to". They estimate that the incidence of narcotic addiction in physicians is from 30 to 100 times that of the general population and consider it almost an occupational hazard. Antecedent to the use of drwgs is the developing discouragement regarding the anticipated rewards of medical practice as well as the failure to gain the expected succour in marriage. The onset was usually after 5-10 years of busy medical practice. The commonest reason given by the physician for con-tinuing his use of narcotics was the desire for euphoria, a subjective sensation, which the user craves and unfortunately can achieve.
They concluded that the physician-addicts could be helped with treatment but that it was difficult to achieve their full co-operation. The treatment consisted of six months hospitalization and follow up psychotherapy for patient and spouse. Only eleven of the 30 physicians accepted these recommendations and of this number seven responded well to treatment.
Bennett (3) in discussing physicianaddicts stated "the danger is in self-administration, especially in the relief of anxiety or depressive symptoms. The basic problem is prevention." He suggests better instruction in medical schools and a vigorous anti-addictive campaign by the Medical Associations. Several physicians who had used pethidine sporadically to treat their own migraine headaches over a period of several years then developed a headache at a time of emotional upset, such as a mild reactive depression, and they inadvertently discovered its tension-depression relieving potentialities. This discovery led to addiction.
The Physician and Suicide
Two complimentary problems are presently facing the medical profession. One is the high rate of suicide among physicians and the other is the shortage of physicians. "Suicide in the physician" was discussed in a paper presented in May, 1967 at the American Psychiatric Association Meeting, by DeSole, et at (4) . One of the most alarming statistics they presented was that 26% of all deaths (in the U.S.A.) occurring in physicians between the age of 25 and 39 years of age was the result of suicide, while in males of the same age only 9% of all deaths are suicides.
In respect to type of practice the highest rate was among psychiatrists with a rate of 70 per 100,000 per year as com-pared with general practitioners at 31 per 100,000. The authors noted that in general there seemed to be a gradually developing depression which terminated in suicide, often early or at the height of the physician's career. The depression was noticeable to colleagues for a period of two to five months prior to the death. None of the physicians had financial problems at the time of their death. Only one had a history of previous psychiatric illness. The authors felt that 'role strain' was a significant factor in the development of the depression in a number of the physicians studied. "Role strain exists where there are gaps between expectations and performances, between promise and delivery, between values and norms. Role strain occurs where there is no doubt about the role in which one performs but the social institutions and norms to support the role performance are missing or inadequate." They feel that there should be more social and cultural support for the physician, both in his role as physician and also the opportunity for the physician to regress and 'let his hair down', something which society does not always permit the doctor to do. The authors were concerned about the social context and supports of the physician as opposed to emphasis solely on "personal vulnerabilities." This raises the question as to whether or not organized medicine can or should provide institutional supports for the physician in his medical role. Role strain is aggravated for the physician by a factor in a sense like 'the woman whose work is never done.' Further our whole training is directed toward relieving suffering, curing diseases and preventing death. Some occupations and professions can be done perfectly. The physician constantly meets failure and he is constantly surrounded by suffering, disease and death.
The Physician and his Wife
In the study of emotional disorder, increasing attention is being paid to the family as a closely interacting unit. Em-otional problems in marriage always involve at least two people. The patterns of vulnerability to illness are laid down in childhood, the consequence of this vulnerability is determined by the interpersonal experiences of later life. It has been noted that the vulnerability to emotional illness is either lessened or magnified by one's marriage: "in choosing a marital partner and raising children, he initiates a new set of close relationships which may either give him added protection against mental illness or aggravate his inclinaton toward it" (2) . So, attention recently has been turned upon the doctor's wife and marriage. Evans (7) investigated the relationship between the husband's occupation and the occurrence and manifestation of illness in the wives of 50 physicians admitted to the Institute of Living from 1960 through 1963. These women had been married 12.8 years at the onset of their symptoms and 19 years at the time of their admission to hospital. The major complaint in 26 of these women was the frequent absence of their husbands. In the opinion of the psychiatrists treating these patients, this was the precipitating factor in the illness of 16 of them. Only nine of these wives had satisfactory sexual adjustment and they were on the average 5.6 years younger than their husbands. Evans notes that "marriage to an older man, whose vocation may have been unconsciously associated with omnipotent, understanding, protective attributes, may be interpreted as an attempt by many of the patients to resolve persisting cedipal conflicts. The illness developed when the equilibrium of the adjustment was disrupted by such reality factors as the increasing involvement of the doctor in his work or a conflict between his personality characteristics and the idealized expectations of his wife." That is to say, she did not get the warm, available, fatherlv-hu.sband that she had anticipated.
The symptoms of the wives fell largely into three groups, depression, reliance on drugs and alcohol and, somatiza-tion. It is generally accepted that the loss or potential loss of a significant relationship frequently precipitates depression. As the husbands became increasingly busy this symbolized a loss to the wives. It was noted that some of these women became depressed when the husbands became sufficiently affluent that the wives were no longer needed to work in the office.
The taking of drugs and alcohol is an unsatisfactory way of meeting one's dependency needs. The fact that this is so common in doctor's wives suggests that the doctors may gratify their wives' dependent needs not by giving of themselves but by the giving of pills or by permissiveness about their wives drinking. It appears as if some wives could only get attention by physical complaints. Then the husband gratified her dependency needs not by fulfilling his role as husband, but by relieving her pain with medication. Often physicians rejected their wives' dependency strivings except when they were expressed as demands for medical attention. He then gratified them in his medical role rather than gratifying them appropriately in his role as husband. It is probably significant that nothing is much more frustrating to the physician than undiagnosed pains, perhaps especially in his own home.
The readiness of medical doctors to give their wives pills may suggest that they experience some guilt regarding their vague awareness of failure to meet their wives' needs. This paper leaves the impression that the physician who becomes so busy outside the home that his wife is excluded from most of his activities is running a high risk of emotional illness in his wife.
Lewis (10) reported parallel findings in 25 physicians' wives admitted to a private psychiatric hospital in Dallas. He concluded that the doctor's professional role offers an unusual opportunity for dodging the solution of marital problems. The roles of physician and marriage partner can be compatible, but are often dissimilar and conflicting. The doctor may become so comfortable in the former role that he is unwilling to meet the conflicts inherent in the latter. So his role as physician can be both a shield and a weapon in his marital conflicts. He too notes the role of "a loss or a threat of loss of the love object" in bringing on psychiatric symptoms. He adds, "severe marital conflict, I believe is related qualitatively to object-loss because it frequently produces interpersonal distance within a relationship which affords most of us the greatest opportunity for basic need satisfaction."
In contrast to a control group he found a much higher incidence of marital disharmony and excessive use of alcohol, barbiturates, amphetamines and narcotics in the physicians' wives.
Lewis notes three areas of marriage difficulty which preceded frank illness. The first was difficulty in communication. The couples could rarely talk about their feelings, and feelings are generally either positive or negative, that is they are related to warmth, love, tenderness or hostility and aggression. Many couples could share neither nor express neither. Secondly the role of husband and wife had not been clearly defined in these marriages, and there were smouldering conflicts about 'the rules of the game'. Sometimes this business of rules gets quite complicated. For example a husband may not object to doing the dishes or supporting his mother-in-law unless he feels that his wife is insisting that he assume these responsibilities. Apparently it was found that the ability to tolerate reasonable conflicts, which are inevitable in all marriages, was low in these marriages largely because of the presence of semihidden, smouldering conflicts. These were there all the time and were so destructive that they generally led to anxiety, anger and depression in both the husband and the wife. Clinical evidence is that most of us can tolerate some stress and conflict, inevitable in marriage, and that such stress will not be overwhelming if It IS brought out in the open. In fact, the more open the conflict the less likely it is to be a long-term stress.
Part of the problem is the physician's tendency to carryover his physician-role into the home. In his work his role is largely authoritarian. He listens, he examines, he decides and he directs. If the physician carries this pattern into the home he can avoid the need for sharing his feelings and the feelings of his spouse through discussion with ultimate consensus or comprise. This can lead to decompensation in the marriage and of the individuals involved, depending on their various needs. In Lewis's words, "physicians can work out with their wives as clear and reasonable role distinctions as anyone else, but our culture imparts to them certain characteristics whether they possess them or not. Doctors are thought by many to be 'special', to have a touch of the omnipotent about them. When either the Doctor or his wife has a need to see him as such a model, role distinctions easily become blurred. She may expect far too much from him, and if he believes in his own omnipotence, he may expect far too little from her. This in the first instance may lead to his retreat to less demanding pursuits or people and, in the second instance, to the development in the doctor's wife of feelings of not being needed."
Most doctors suppress direct expression of hostility toward their patients. This may have a detrimental effect in two ways. On the one hand the doctor may develop a pattern of never expressing his feelings of hostility even at home on those occasions when he should. On the other hand he may displace his feelings of hostility from his practice to his family. The latter metastases may also produce destructive, smouldering, semi -buried, ill-understood conflicts.
Lewis too, notes the problems of frustrated dependency needs (i.e. the need to be cared for) in physicians' wives. Women may marry a physician with conscious and unconscious feelings that a doctor is someone who is strong, one on whom people can depend and lean, only to find out that the doctor permits dependency on the part of his patients, but he has no time for or interest in a dependent wife. This can be especially true with the doctor who has a reputation of being the one in town who will answer calls anywhere, anytime. Thus the most devoted doctor in town may be the least supportive at home. This role of the doctor may be based on some reality factors, but often factors such as his own need to please, to build up his own ego, to seek financial security, or even a vague fearfulness of being dependent upon his wife may be contributing factors. By keeping a distance from his wife he can avoid anything threatening in their relationship. That is, he can do this until something disturbs this rather unsatisfactory equilibrium.
Some problems relate to the doctor treating his wife. This too involves dependency and implies the taking over of treatment and prescribing of medication. Five of the 25 wives studied by Lewis had been given intravenous and intramuscular injections of medications by their husbands. The underlying factors seemed to vary from guilt on the part of the physician for not fulfilling his role as marital partner, to the passive husband being controlled by a domineering wife seeking medication.
Finally he noted that for some physicians the busy pattern was an attempt to avoid sexuality. For some, the intimacy of sexual intercourse was frightening and they could minimize this by working all hours. He described a physician who worked most nights seeing patients and was involved in many community activities, and when at home late in the evening he complained bitterly of being behind in his reading in his specialty, so that he read journals until his wife was safely asleep. He had sexual intercourse with her about two or three times a year, and then only after he had sedated himself with alcohol. Discussion A major problem for physicians' wives is the feeling of increasing exclusion from the husband's life as he becomes more and more involved in his profession. Two solutions present themselves. One is that wives be encouraged to establish a separate and personally meaningful role for themselves in life. Alternately, the husband may make a greater effort to serve as a meaningful source of gratification for his wife's dependency needs. A move in both directions would seem ideal.
It is apparent that physicians do have emotional problems and that they resist recognition and treatment. Emotional illness is the end result of a pattern of personal vulnerability compounded by contributing factors as indicated abovefinally, the individual's defences crumble. Hope lies in the possibility of the physician modifying those factors which if left unchecked would precipitate this disease process.
Such prevention the physician may be able to accomplish by himself. If he cannot break the chain of events, then he should seek professional help. Dr. Pearson (12) states, "Doctors are so poorly treated, not only because of their own neglect but because of the general unrealistic idea -fostered both by the public and the doctor, that he is a 'superman'." Conclusion H. L. Mencken is reported to have said that there is always a well known solution to every human problem -neat, plausible and wrong! In spite of this, I would like to list Ten Timely Tips for Tired, Tormented Therapists. 1) Recognize and admit your needs. Know thyself! 2) Establish a hierarchy of priorities in your life. 3) Provide for relaxation and vacations. 4) Avoid drinking because you 'need' one. 5) Never prescribe narcotics for yourself.
6) Sedatives and stimulants are to be handled with care. 7) You are not indispensable -your wife may be. 8) Wives have needs too. 9) Children are chips off the old block.
Old blocks must be present to be chipped. 10) Seek help when necessary -pride goeth before the fall.
